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 Need for suicide-specific treatment to 

manage risk in veterans enrolled in a 

VAMC Psychosocial Rehabilitation and 

Recovery Center (PRRC) 
 

 Evidence-based treatments (Hawton et al., 2009): 
- Problem-Solving Therapy (PST) 

- Dialectical Behavior Therapy (DBT) 

- Cognitive Therapy for Suicide (CT) 

- Collaborative Assessment and Management 

of Suicidality (CAMS) 

Rationale for the CAMS Group 
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 Must be enrolled in PRRC 

 Referrals from: 
- PRRC case manager 

- Individual psychotherapist 

- VAMC suicide prevention coordinator 

- Self-referred 

 All members take part in an initial 

individual risk assessment and treatment 

planning session with one of the group 

facilitators 

 Commit to 10 once-a-week group sessions 
 

Group members 
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 Group size: 4 – 12 members 

 

 Outpatient treatment 

 

 2 co-facilitators 

 

 60 minute sessions 

 

 Sessions are held once a week for 10 

consecutive weeks 

 

Overview of group’s logistics 
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6 cumulative phases: 
 

1. Initial individual risk assessment, stabilization, 

and Tx plan 

2. Understanding suicide and why a person can 

feel this way 

3. What to do if a suicidal crisis occurs 

4. How to identify and head off a crisis before it 

happens 

5. Developing future-oriented thinking, hope, and 

a life worth living 

6. Relapse prevention 

 

 

 

Conceptualizing the course of treatment 



• Principal clinical tool 

used in CAMS for 

assessment and 

treatment 

 

• A mixture of quantitative 

and qualitative 

assessments 

 

• Theoretically grounded in 

valid and reliable suicide 

risk assessment 

constructs (Baumeister, 1990; 

Beck et al., 1974; Linehan et al., 

1983; Shneidman, 1993) 
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Standardized suicide risk assessments: 

The Suicide Status Form (SSF) 
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1. The Suicide Tracking Form 
- Immediate risk assessment at start of 

session 

- Focuses group members on suicidality 

2. Open discussion of current suicidality 
- Processing these thoughts and feelings in a 

non-judgmental environment 

3. Specific tools and skills 

4. Treatment plan update on the Suicide 

Tracking Form 
 

Structure of each session 
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The Suicide Tracking Form 

 A 4 or 5 on “Rate 

overall risk of 

suicide” warrants 

individual attention 
(Conrad et al., 2009) 

 

 ~5 minutes at 

beginning of 

session 
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 Typically allow 20 – 25 minutes per session 

 

 Initially, group predominately skills-focused 

 

 Open forum for non-judgmental discussion 

seems to facilitate treatment engagement 

 

 Realizing that other veterans suffer from 

similar thoughts and feelings aids in 

reducing isolation in program and at home 

 

 

 

 
 

Processing suicidality in group 
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 Typically allow 20 – 25 minutes per session 
 

 Main skills covered: 
1. Understanding suicide: risk factors and 

warning signs 

2. Developing a crisis response plan 

3. Behavioral chain analysis 

4. Unfinished business in my life 

5. Building a hope kit 

6. Viktor Frankl’s Meaning Triangle 

7. Relapse prevention 

Suicide-specific coping skills and tools 
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Closing the session with the  

Treatment Plan Update 

 A 4 or 5 on “Rate 

overall risk of 

suicide” warrants 

individual attention 

 

 Treatment plan 

often “No Change” 

 

 ~10 minutes at end 

of session 
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 “I used my crisis card last Friday…and it literally 

saved my life.  This really works.” 

 

 “Being somewhere I can be real, and talk about 

feeling suicidal, and not feel like I’m alone in 

this, or that everyone thinks that I’m crazy for 

feeling this way…that’s what I liked the best.” 

 

 “This is like my ‘safe place’ where people will 

actually hear what I’m saying…and I can say it 

without ending up on 3D East.” 

Veterans’ feedback 
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Initial outcomes 
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 Assessing and tracking risk for group members 

on an outpatient basis 

 

 Time intensive for the facilitators 

 

 Documentation in AHLTA / CPRS 

 

 Adjusting to individual group member’s 

circumstances over the brief, 10-session 

protocol 

 

 Running an “Open” versus “Closed” group 

Challenges to implementation 
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 Adjust length of protocol as needed 

 

 Open group to veterans outside of PRRC 

 

 Make materials and literature for group 

available to interested providers 

 

 RCT of similar treatment to be conducted 

at VAMC in Louisville, KY 

Next steps 
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Thank you for your time! 
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You can follow this year’s conference on twitter: #suicideprevention 
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